The suggestion by Ebringer and co-workers' that carriage of Klebsiella aerogenes in the bowel is linked with disease activity in ankylosing spondylitis has sparked off considerable controversy. Warren and Brewerton2 claim that no such relationship exists. Our first study3 suggested a link between klebsiella and both acute anterior uveitis and peripheral synovitis, but found no relationship between spinal disease activity and faecal klebsiella carriage. In a second, long-term, prospective study we tentatively reported the relationship between the acquisition of klebsiella and increasing spinal disease activity or peripheral synovitis, but there were too few patients with acute anterior uveitis from whom to draw any definite conclusions about this aspect of the disease. 4 Klebsiella in the bowel is derived mainly from ingested food, particularly salads and cold meats. 5 This study was set up to determine whether it is possible to eliminate klebsiella from the bowel by the exclusion of these foods. We also wished to reexamine the relationship between faecal klebsiella and disease activity in ankylosing spondylitis.
Patients and methods
Thirty patients (24 men and 6 women) with ankylosAccepted for publication 9 Results Nine patients withdrew from the study after less than 7 months; 8 of these patients withdrew because of difficulty in adhering to the diet and the ninth patient moved out of the area. Results from these patients have been excluded from the analysis.
INFLUENCE OF DIET ON KLEBSIELLA CARRIAGE
Fourteen of the 21 patients analysed carried klebsiella at some time while on their normal diet and 17 while on the experimental diet. With each sample being taken as an individual event, 41 out of 123 (33%) yielded klebsiella on a normal diet and 50 out of 149 (34%) yielded klebsiella on the experimental diet. Thus the experimental diet had no effect on klebsiella carriage rates.
Capsular serotyping of the klebsiella strains isolated from 13 patients showed that the introduction of new serotypes occurred even when the patients were on the experimental diet. The 4 examples shown in Table 1 are typical of the changes found.
RELATIONSHIP BETWEEN KLEBSIELLA CARRIAGE AND DISEASE ACTIVITY Fluctuations in disease activity during the 10-month study period tended to be small. With the patients' own records being used to define disease activity, deteriorations ('inactive' to 'probably active' or 'probably active' to 'active') were reported only on 21 occasions out of a possible 206. Nine patients reported no clinical change throughout the 1 0-month study. Clinical deterioration was accompanied in only 4 instances by a change in faecal culture from negative to positive for klebsiella. On 22 other occasions when faecal culture changed from negative to positive the disease activity remained the same, and on one further occasion the disease activity actually diminished ( Table 2) . We were thus unable to reproduce earlier results from this department suggesting that deterioration in clinical state was significantly associated with the appearance of klebsiella in the stool.
The 10-weekly assessments performed in the outpatient clinic also showed very little fluctuation in disease activity in individual patients, though there was considerable variation in the range of disease activity within the group as a whole. Figs. 1-4 illustrate the relationships between morning stiffness (Fig. 1) , visual analogue pain score (Fig. 2) , ESR (Fig. 3) , serum IgA (Fig. 4) , and klebsiella carriage, but show no significant trends. Patients with the highest pain score, morning stiffness, ESR, and serum IgA did not show the highest percentages of stools yielding klebsiella. Patients with the most variation in disease activity measured by these 4 parameters might have been expected to show the greatest variability in klebsiella carriage-that is, 50% of samples positive and 50% of samples negative for klebsiella-but this was not seen.
Assessments of anterior and lateral spinal and cervical flexion, chest expansion, and the patient's general assessment of pain and ability to work show no significant changes over the 10-month period. There were also no attacks of uveitis requiring specific therapy, and too few instances of peripheral following: morning stiffness ( Fig. 1) , visuial analogue pain score ( Fig. 2) , ESR (Fig. 3) , and serum IgA (Fig. 4) The definition of disease activity in ankylosing spondylitis has caused considerable problems in previous work. Some authors'°have chosen to use an ESR of 15 mm/h to divide their patients into those with active and inactive spondylitis, an arbitrary division which has been widely criticised. We believe that dependence on a single parameter to monitor disease activity is unreliable and have therefore chosen to use a variety of clinical and laboratory measurements. We are confident that disease exacerbations were 4 . Raw fruit may be eaten after being peeled. 5 . All tinned food may be eaten immediately after opening the tin.
6. Pasteurised, sterilised, or UHT milk should be used. If cold milk is drunk alone, this should be taken from a freshly opened bottle.
7. Cheese, yoghourt, eggs, pickles, sauces, bread, toffee, chocolate, biscuits, and cakes other than those which contain cream or custards are satisfactory. 
